INTRODUCTION
Anal fissure is a common proctological problem, which presents with pain in the anal region during and after defecation. Anal fissure is a linear tear at the anal verge. It is more in female than male; it can be seen either in the anterior or the posterior midline just distal to the dentate line. In female 90% of fissures occur posterior and only 10% of the fissures are seen in the anterior midline.
While in male 98% of fissures are posterior and 2% is anterior. [1] [2] [3] [4] The pathogenesis of this condition is still not fully explained, but it appears to be related to the passage of hard stool or prolonged diarrhoea with stretching of the anal canal resulting in a split in the anoderm.
Chronic fissures are characterized by a sentinel tag, hypertrophic anal papillae, anal spasm, or fibrosis of the internal sphincter muscle. Most common surgical procedure performed for chronic anal fissure is lateral internal anal sphincterotomy, which may be performed by open or closed method. The main objective was to divide the lower third to half of the internal sphincter, thus reducing the internal sphincter spasm and increasing local anoderm blood flow.
METHODS
This prospective clinical trial was conducted in the Department of General Surgery in K. R. Hospital, Mysore, Karnataka, India between January 2015 and June 2016.One-hundred patients with chronic anal fissure were included; the patients age ranges between 20-50 years in both sexes. All patients were admitted to surgical ward in K.R hospital and full history and physical examination were done, the patient is positioned in the lithotomy, lateral (side) or jack-knife positions, by local inspection of the anal region to see the sites of anal fissure, indurations (acute, chronic), skin tag, bleeding, digital palpation (PR) of the anus is done. Investigations (HB, WBCs, GUE, FBS, CXR, ECG,) were done. In our study, only the patients with chronic anal fissure were included, all those patients undergoing surgery were divided into two groups. Group-A included all patients undergoing surgery by closed method and group-B included all patients undergoing surgery with open method; Lateral internal sphincterotomy was done in 50 (50%) of patients by closed method (group A) and 50 (50%) patients by open method (group B).
Closed method is minimally invasive method for division of the internal sphincter, the case sheet of the patients checked by anaesthesiologist for all investigations then give him spinal anaesthesia, patients were positioned in the lithotomy position, aseptic precaution anal region sterilization done by povidone Iodine, insertion of a bivalve type of anal speculum, the tight distal internal sphincter is palpable as a tight band within the canal. The intersphincteric groove, which marks the distal end of the internal sphincter, is easily palpable. A vongraefe knife is introduced through the perianal skin at the left lateral aspect of the canal sandwiched parallel between the anoderm and the internal sphincter.
When the tip reaches the dentate line, the blade is turned outwards and the internal sphincter muscle divided with the blade. Operator can easily be determined when the sphincterotomy is completed because of the "give" when these fibres' have been divided. The blade is removed, and gentle pressure is applied to control bleeding the skin tag should be removed the number of male patients 30 (60%) and number of female patients 20 (40%) were included in this method. In open method, patients were positioned in the lithotomy position, sterilization of anal region, insertion of a bivalve type of anal speculum to place the internal sphincter on a slight stretch to assist in its identification. A radial incision is made laterally at the lower border of the internal sphincter into the intersphincter groove. The distal internal sphincter is grasped with Allis forceps and bluntly freed. The lower one third to one half is divided with scissors, the skin should removed, the number of male patients 38 (76%) and number of female patients 12 (24%) were included in this method.
Postoperatively, patients were given antibiotics and patients were examined for pain or bleeding. In the 1st postoperative day, local examination of the wound for any haematoma, bleeding, seroma, bruises, if there is no findings the patient was discharged and covered with antibiotics for 7 days and follow up for 2 weeks, and 1-6 months to check any discharge, infection, incontinence (faecal, flatus) and recurrence.
RESULTS
One hundred patients with chronic anal fissure were chosen for this study from those who were presented in surgical out patients department of K.R. hospital between January 2015 and June 2016. There were 68 male patients (68%) and 32 female patients (32%) with ratio of 2.1:1 respectively. In all 100 patients included in the study, the position of anal fissure was noted. Ninety patients (90%) were having posterior midline fissure and 10 patients (10%) were having anterior fissure (Table 3) . The chief complaint of most of patients was pain on defecation. Out of 100 patients, 62 patients (62%) complained of pain during and after defecation thirty-five of patients (35%) had the chief complaint of bleeding per rectum, the bleeding was usually of small amount and occurred at the time of defecation, 2 patients (2%) also presented with perianal swelling and 1 patient (1%) pruritus in ano.
Out of 50 patients 35 patients (70%) discharged on postoperative day 1, ten patients (20%) day 2, three patients (6%) day 3 and two patients (4%) on day 4 respectively in closed methods, where as in open methods day 1 five patients (10%), day 2 ten patients (20%) day 3 thirty patients (60%) and day 4 five patients (10%) respectively. Out of 50 patients nine patients (18%) developed complications in closed method and in open method 29 patients (58%) developed complications (Table 6 ).
DISCUSSION
Most of the fissures were found in middle age group. 40% of the patients were between 31-40 years and mean age in present study was 35 years. Mean age reported in different studies range from 30 -45 years which is the same of our study. In our study 68% of patients were males, and 32% of patients were females with a sex ratio of 2.1:1 respectively. In the study done by Nahas, 70% were males and 30% were females had chronic anal fissure with a ratio of 2.3:1. 55.2% males and 47.8% females with a ratio of 1.15:1 presented with chronic anal fissure in the study done by Melange.
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The patients suffering from anal fissure complain of pain, bleeding per rectum, discharge and pruritis ani 62% patients presented with pain during or after defecation and 35% patients presented with bleeding, while in the other studies which was very close to the 45. This may be due to hypovascularization and hypo perfusion occur in the posterior anal commissure. Combination of these factors with internal anal sphincter hypertonia, causing ischemia, that explain the poor wound healing and the pain is ischemic in nature, occurs only for a certain period after defecation, Patients may try to avoid defecation because of the pain. 9 In patients, undergoing closed lateral internal sphincterotomy, 41 (82%) out of 50 patients were free of symptoms while in open lateral internal sphincterotomy, 21 (42%) out of 50 patients were free of symptoms, Matikainen has described the similar results (50%) in case of closed lateral internal sphincterotomy. 
